G iant cell tumor of tendon sheath (GCTTS) or localized tenosynovial giant cell tumor is the most common lesion of giant cell tumors.
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Giant cell tumor of the tendon sheath have been recently known as localized type tenosynovial giant cell tumor, and most commonly occurred in the small joints of hands and feet.
1-2 Some studies also reported GCTTS at knee, periungual, palmar and shoulder regions. [3] [4] [5] [6] Cytological features are unique and are composed of two main components, including stromal cells and multinucleated giant cells. 2, 7 First are the stromal cells or histiocyte-like cells that appear round to fusiform, eccentrically placed nuclei, even chromatin distribution, single micronucleoli and a small to moderate amount of cytoplasm with dispersed individual cells or loosely aggregated sheets.
2,7-9 Binucleation, nuclear groove or intranuclear pseudoinclusion may be illustrated in some cases. 2, 8, 10 Multinucleated giant cells are another main feature of GCTTS. They usually contain 3 to more than 50 nuclei in each cell with amphophilic cytoplasm.
2,7,9 Other features, advocating GCTTS diagnosis, are hemosiderin-laden macrophages, xanthoma cells and myxoid background.
2,7,9,11
According to these features in those prior studies, almost all findings could be found in our presented case, comprising stromal cells, multinucleated giant cells and hemosiderin-laden macrophages. Nevertheless, xanthoma cells and myxoid stroma were not prominent.
According to the histopathology, differential diagnosis of GCTTS includes inflammatory process, particularly granulomatous inflammation, or neoplasm (such as pigmented villonodular synovitis (PVNS), giant cell tumor (GCT) of soft tissue or metastatic carcinoma). 7 Especially unique and uncommon location, granuloma or metastatic giant cell rich carcinoma should also be highly considered and distinguished from GCTTS. PVNS is usually found in large joint space with ill-defined infiltrative margin. GCT of soft tissue has more uniform distributed giant cells through the lesion. From these former statements, PVNS and GCT of soft tissue are less likely in our case. As could be seen in the reported case, numerous histiocyte-like cells with focal aggregates and frequent multinucleated giant cells may resemble lymphohistiocytic aggregates in granuloma, having more incidence than GCTTS in supraclavicular region. However, scant lymphoid cells and no necrotic background were unlikely to support the diagnosis of granulomatous inflammation. Therefore, cytological diagnosis should be careful in giant cell rich lesion with strict diagnostic criteria to prevent the misleading diagnosis for unnecessary treatment.
Conclusion
Although GCTTS have specific morphologic features to diagnose them, it may not be recognized, however, when it occurs in an unusual region and may probably mislead to other mimickers. Based on our knowledge, there is no prior report of GCTTS in this area and few studies of these tumoral cytological features. This reported case demonstrates another GCTTS in supraclavicular area, suggesting concern of the cytological diagnosis of its mimics in uncommon location.
Giant Cell Tumor of Tendon Sheath in Supraclavicular Region: Cytological Aspect of a Common Tumor in an Uncommon Location

